resettling their clients. We have also been experimenting to see whether other trained staff might assist disabled people whose problems are more straightforward, leaving the DROs free to help those who most need their expertisethe severely disabled and the newly disabled who need occupational redirection.
Employment rehabilitation is often the gateway from illness to work and there is no doubt that our employment rehabilitation service has met a very real need over the years. It provides courses for about 14 000 people each year at its 26 centres. It seeks to help people who have been ill, injured or unemployed for a long time, to get ready for work, by improving their fitness, confidence and motivation; it also helps them to decide for themselves the type of work they want to do, by providing them with assessment and guidance. The measure of assistance needed depends very much upon the circumstances of each individual. Psychological tests, practical observation and testing in workshop situations, and interviews with professional staff all enable assessments to be made on basic capacity and potential. Information about medical conditions, social situation, experience, skills, potential and work preferences is brought together by a team of specialist staff to produce, in discussion with the individual, a recommendation which furnishes a basis for finding employment or arranging a course of training.
Employment rehabilitation centres (ERCs) have a reasonably good success rate and in normal employment conditions we expect two-thirds of those who complete a course to get jobs within a few months or go on training courses. But we have identified areas where we need to develop further or bring in innovations. We are, for example, modernizing the equipment and premises at our ERCs. It has always been the cornerstone of our policy that courses should be tailored to the needs of the individual and our overall aim is to continue to introduce, as resources permit, greater flexibility into our servicefor example, to develop further the clerical and commercial side of the facilities so as to measure up more usefully to the increasing demand for these occupations; in the longer term to cater for the needs of people with professional skills (we are surveying the demand at present); to broaden the scope of our assessment facilities, particularly by getting a wider range of production work; to vary the length of courses more; to try and extend work preparation courses for disabled young people; and finally, a few of our centres are taking people on a part-time basis before they finish their medical rehabilitation. Such courses have, as would be expected, been most successful at the two centres which we located close to medical servicesfirst at Garston, near Watford, and now here at Birmingham.
There is a great deal that could yet be done in the provision of better and additional employment rehabilitation services. I see the establishment of our employment rehabilitation research centre in Birmingham in 1976 as a major step in this direction. The research team will be looking at ways of evaluating the benefits of rehabilitation, conducting operational research, considering whether the assessments provided are broad enough, and looking at the rehabilitation needs of particular groups such as the mentally ill.
Resource limitations are more likely to inhibit the early extension of our service, although a larger residential centre is now under cotistruction at Preston and will open in 1978. We are particularly aware of the need to provide facilities in East London, and have a suitable site in mind. We also have proposals for developing ERCs as annexes to hospitals in under-provided areas such as East Anglia, but I fear these too may be affected by resource limitations. Nevertheless I hope you will recognize that we have made, and will continue to make, a determined effort to adapt our service to the needs of our clients.
In summary, we want to see more effective rehabilitation and resettlement undertaken at an early stage. We need to recognize the limitations of our resources and concentrate our efforts on those who can best be helped. There is still room for closer cooperation between the medical profession and the ESA, so I would welcome ideas on how this could be achieved, comments on the improvements we are making and on where our priorities should lie.
Dr D A Brewerton (Westminster Hospital, London SWI)
The Requirements of the National Health Service There is a regrettable gulf between the medical profession and the employment services. One hears from disablement resettlement officers (DROs) and in employment rehabilitation centres (ERCs) a repeated cry that they cannot interest doctors in the work they are doing. The evidence is embarrassing. It is difficult to pinpoint why this gulf exists and what could be done about it. It is not simply a question of medical education or that doctors do not care what becomes of their patients. Could it be that there are fundamental faults in the organization of the employment and medical services and the way they relate to each other? Or could many of the problems be resolved by better communication?
At the time of the Tomlinson Report in 1944 the essential aim was to help injured servicemen returning from the war. Most of them would have permanent, readily defined disabilities. Clearly it was necessary to establish centres to assess these men and women, and to retrain them for new jobs. This was primarily an employment problem. Provided doctors, psychologists and social workers were available in the centres to advise, it was logical for experts in employment to organize and manage the service, and for the whole to come under the Ministry of Labour. Given an opportunity to start afresh, it is doubtful whether any committee reviewing the facilities and problems of 1976 would make similar proposals. But the ideal would require fundamental and expensive changes, and it seems inevitable that we must build the best possible collaboration around the wrong basic structure.
Since 1944, medical rehabilitation has developed steadily, and its facilities are now more evenly spread throughout the country. There have been major changes in the social services and in the education, housing and other services for the disabled. The remedial therapists have increased in number and adopted new roles. The National Health Service has started, grown and been reorganized. Recently there has been a massive increase of services within the community and more help has been given to general practitioners. All of these factors must be taken into account when considering the employment services.
What of the diseases? First I will mention three clinical groups which do not come frequently within my own everyday experience: disabled school leavers, the psychiatrically disabled, and patients solely under the care of general practitioners. Nothing could be more important than that a disabled child should be carefully assessed and correctly placed on a suitable vocational ladder. The defects in the arrangements for this essential placement at the beginning of a working life are currently under review and many improvements can be expected. Most ERCs classify one quarter of their clients as 'psychiatric', but, if to this group are added all clients whose need for new jobs is predominantly due to psychological factors, the proportion becomes much higher. It is now easy for people with major psychosocial problems to go of their own volition to job centres seeking work, unknown to doctors, social workers or others familiar with their problems. Presumably this situation has increased since more people with mental subnormality or psychiatric disorders have continued to live in the community rather than in hospitals or institutions. Most physically disabled people requiring new jobs are under the care of their general practitioners and have not attended any hospital in recent years, if at all. This must be recognized in planning any links between the employment services and the medical profession.
My work has been mainly with patients attending hospitals because of a variety of locomotor disorders. During part of my career I have had the advantage of working with two excellent hospital rehabilitation officers at the Royal National OrthopCedic Hospital, Stanmore. Any doctor will confirm my experience that people requiring retraining for an entirely new job because of a permanent, readily defined disability, as in wartime, are now only a small proportion of all the patients we see with vocational problems. The majority no longer fit comfortably into the arrangements of the employment services.
Most of our patients have temporary disabilities, and it is our responsibility to see that they return to work in days or weeks rather than months. As examples, consider the impact on the national economy of regular early return to work of skilled workers with minor injuries or back strains. Even when the disability is more persistent or permanent, the first objective is to get the man back to his own work, or, failing that, to a modified or different job within the same firm or factory.
Ideally the employment services would put the majority of their resources for medical rehabilitation into saving established jobs by acting as links between doctors and employers. As it is, hospitals with well developed medical rehabilitation usually succeed in getting patients back to their own jobs or to other jobs closely related to their previous work. If this fails, they review the patient's training, experience, aptitudes and interests, and then arrange placement, taking full advantage of his known background. With an efficient service it is seldom necessary to contemplate a radical change from the past, with detailed reassessment leading to retraining. After a traumatic amputation or paraplegia in a young man it is relatively easy to record the medical assessment on a standard form and pass the patient to a different organization knowing that the problem will be understood. This is not the usual situation in civilian practice. The greatest difficulties in medical rehabilitation and work resettlement are with disorders which have a variable and unpredictable course, or which are not readily understood by people without medical training. Arthritis, chronic bronchitis, epilepsy, skin disease, multiple sclerosis and heart disease are good examples. Unless detailed medical advice is continually available, there is a tendency to play safe and find work well below the patient's true capacity; or, worse still, he remains unemployed because potential employers will not take any risks without knowing the facts or the prognosis. In 1976, medical rehabilitation and employment rehabilitation should no longer be separate processes. Problems of return to work must be tackled at the onset ofillness or injury, and medical involvement and medical advice must continue until the task of resettlement has been completed. How can we ensure that this help is regularly available?
First, doctors will not be enthusiastic unless their involvement is meaningful. At present there is little reward in completing a nonmedical form for the employment exchange and for it to go to a DRO the doctor may not have met. It is reminiscent of the message behind the clock on the mantlepiece for an unknown district nurse. Perhaps one answer is for DROs to be as closely attached to general practitioners as nurses and social workers are becoming. Why not call regularly to deal with any employment problems? When a disabled person consults a DRO of his own accord and the DRO requires medical advice, the usual procedure is to request an examination and report by the Regional Medical Service. This arrangement is hallowed by time and has merits, but it must be wrong in principle not to consult the general practitioner, who is responsible for the patient's health care, has all the medical records, and who probably knows which other professional workers in the district are familiar with the patient's problems. How can the DRO become an integrated member of the community team while this barrier continues?
The problems of the DRO service will never be resolved until it becomes a life-time career for all of them. Only then will recruits apply because this is where their aptitudes and interests lie. At present DROs are the only workers in rehabilitation who take up the care of the disabled as a temporary interest until promotion carries them on to other duties. Given a life-time involvement, DROs would wish to know more about social and psychological problems, conditions of employment, medical disorders, and the roles of others in the rehabilitation team. They would become more like social workers with a special knowledge of employment. Then their relationships with all concerned would be much easier.
Just as it has been decided that the heart of health care should be in the community, so would it be logical to make the DRO the key person in the guidance given to the disabled by the employment services. Adequately supported by the Employment Medical Advisory Service, general practitioners, social services, and other workers in the community, there is no reason why most assessment and placement should not be made without recourse to the full work environment of an ERC, usually many miles away. At present the DRO is not adequately advised and supported, and it is usually not until the client reaches the ERC that the social, psychological and medical problems are fully appreciated. To say that is not to belittle the advantages of a work environment for those who really require it. It is, however, a cumbersome method for those whose sole need is a straightforward medicosocial evaluation coupled with good employment advice.
With the advent of EMAS, we had hoped that its doctors would quickly establish better communication with general practitioners and consultants. Unfortunately much remains to be done. Ideally the referring doctor, having completed the DP I form for the DRO, would then write a medical report to the appropriate employment medical adviser (EMA), doctor to doctor, as he would to any other colleague. My observations of EMAs at work in several different ERCs suggest that they were often being expected to advise without access to essential medical information: what was found at operation? exactly what did the neurologist or cardiologist think? and so on. Sometimes a decision had to be taken that would be crucial to the future of the client and his family, when what was required to decide the issue was a further consultation with a specialist, and for administrative reasons this could not be arranged during the period of assessment at the ERC. The medical profession should give to EMAS every possible support so that a more valued medical presence can be established within the employment services. A regular interchange of information between colleagues is essential.
Finally, we would all welcome the new research centre at Birmingham. When viewing vocational guidance for the disabled throughout the country, it is clear that many investigations are required. These will not be confined to the problems of the ERCs or of the National Health Service. There must be studies of the community as a whole to determine the full extent and variety of problems of return to work after illness or injury, and how they are being handled. This information will be invaluable for future planning. The role of the Employment Medical Advisory Service (EMAS) ofthe Health and Safety Executive in relation to rehabilitation and resettlement is now generally agreed. It is as follows: to advise on
